Rowlands: Cholecystectomy and Cholecystostomy mother refused to have a blood test. The parents have no evidence of active syphilis at the present time. The child is well grown and of healthy appearance with no sign of congenital syphilis except that the head is large and square.
When shown to this Section on January 13 there was a large ulcer which had destroyed the tip of the tongue, spreading on to the frenum. The edges of the ulcer were sharply defined and the base was covered with a slough. The submaxillary glands on both sides of the neck were enlarged. Decayed teeth had been extracted. There were no signs of secondary syphilis. The Wassermann reaction is positive.
The chief point of interest at that time was the diagnosis; the appearance of the ulcer suggested a gumma; the glands did not appear to be so large and hard as are usually seen with a primary sore. The coloured drawing was made on January 17. On January 23 an injection of 0O18 cgr. of sulfarsenol was given intramuscularly into the buttock, and mercury and iodide were given by the mouth. Within a week the ulcer was quite clean with healthy granulations and commencing epithelialization. The glands are small but shotty. Three injections of sulfarsenol have now been given at intervals of a week.
A piece of the ulcer removed for microscopical examination has been reported to be gummatous by three pathologists.
Case illustrating the Advantages of Cholecystectomy over Cholecystostomy.
By R. P. ROWLANDS, M.S., F.R.C.S.
THE patient, a stout man, aged 53, had had an urgent operation elsewhere in August, 1921. A long vertical incision had been made behind the ninth rib cartilage. The operation was said to have been a difficult one. Cholecystostomy was performed and stones removed. The patient was a long time recovering but he ultimately returned to work. He was readmitted into hospital before Christmas for return of symptoms, but these abated and he was sent out without further operation. Soon afterwards he was laid up with fever, ? influenza. He came under my care in January of this year. The present attack started with violent pain in the right hypochondrium and slight jaundice. The gall-bladder could not be felt but there was general rigidity in the right hypochondrium. An operation was advised but the patient would not undergo it unless it was promised that he would not be an invalid afterwards.
Operation (January 16, 1922) : Kocher incision. Very dense adhesions found between liver (lower edge) and parietes, and a considerable collection of blood-stained bile above and below right lobe of liver. Adhesions were separated with difficulty. Gall-bladder empty and had perforated on its lower surface. Although the foramen of Winslow was defined, it was impossible to palpate the common bile-duct and decide if there were any.stones in it, owing to the great inflammatory cedema of the sub-peritoneal tissues and of the head of the pancreas. A small stone was felt in the cystic duct and this was extracted with difficulty after opening the-duct. No more could be felt. The common bile-duct was opened and a large olive-headed probe was passed through it into the duodenum and up into both right and left bile-ducts without difficulty and without encountering any stones. Although the patient was very ill it was felt he would never remain well unless the gall-bladder was removed. This was therefore done with difficulty owing to adhesions and inflammatory changes around the ducts which made it difficult to define them. When the gall-bladder had been removed another small stone was found in the cystic duct. This was a great surprise. The common bile-duct was drained.
This case shows the advantage of cholecystectomy over cholecystostomy, especially when the disease is limited to the gall-bladder and its ducts, and when the common bile-duct is patent. The former operation is more radical and is far less commonly followed by recurrence of symptoms. With proper selection of cases the removal of the gall-bladder should not have a higher mortality than that of cholecystostomy, which should be reserved for very difficult cases, especially in old and feeble patients. It may be difficult to remove the gall-bladder when it is acutely inflamed, and still more difficult to find and remove small stones in the cystic ducts. If, therefore, the symptoms recur after cholecystostomy, a secondary cholecystectomy is certainly indicated, under more favourable conditions. It should not be forgotten:
(1) That the infection causing the formation of gall-stones is in the wall of the gall-bladder and that it has been shown to persist there for years after cholecystostomy has been performed for the removal of stones.
(2) That the risk of cancer of the gall-bladder is very considerable and that it can be easily overlooked in its early stages. I have found early carcinoma in five gall-bladders which were removed for cholecystitis and cholelithiasis, there being no previous suspicion of cancer.
(3) That it is an easy matter to overlook a small stone in the cystic duct.
(4) That the presence of ulceration of the duct, subsequently leading to stricture, may cause secondary suppuration of the gall-bladder with rupture and sub-diaphragmatic abscess, as in the case now shown.
(5) That a mucocele or chronic empyema of the gall-bladder may form with secondary pylephlebitis or portal pyaemia. These facts, taken together, lead us more and more to compare the gallbladder with the vermiform appendix and to regard its removal as the only satisfactory treatment of all diseases limited to the gall-bladder and its ducts. It is but a vestigial organ which is .not necessary to life and its removal is not followed by any serious consequences.
The chief indications for cholecystectomy are irreparable wounds, injuries or diseases of the gall-bladder and its ducts, in cases in which the bile-duct is healthy and patent. The following are the most important of these diseases:
(1) Acute or chronic cholecystitis; (2) gangrene; (3) perforation, with or without cholelithiasis; (4) empyema, hydrops or mucous fistula of the gallbladder, due to obstruction of the cystic duct by stone, kink or stricture;
(5) papilloma or carcinoma of the gall-bladder; (6) volvulus of the gall-bladder;
(7) biliary fistula or chronic jaundice, due to kinking of the common bile-duct following cholecystostomy. It is not wise, particularly for a surgeon without special experience, to undertake this operation in cases in which the patient is very ill, old or feeble, or when the mechanical difficulties of the operation are great. Neither should it be attempted where there is jaundice of some weeks' duration, with consequent risk of haemorrhage, nor when there is infective choleangitis. Cholecystectomy should never be performed unless it is certain that the common bile-duot is patent.
